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ALITY... Fto“the under-par child”* 


Zentron 


comprehensive liquid hematinic 


¢ corrects iron deficiency 


restores healthy appetite 

a e helps promote normal growth 

a ‘ * underweight, easily fatigued, anorexic—due to 

mild anemia 

Each 5-cc. teaspoonful provides: 

a Ferrous Sulfate (equivalent to 

20 mg. of iron). . 
Thiamine Hydrochloride 

(Vitamin B;) . 
4 Riboflavin (Vitamin mg. 
a Pyridoxine Hydrochloride 

(Vitamin Bs). . 0.5 mg. 
Vitamin Bi. Crystalline . meg. 
Pantothenic Acid (as d-Panthenol) . mg. 
Nicotinamide. . . . 5 mg. 


Ascorbic Acid (Vitamin C). mg. 
Alcohol, 2 percent. 


Usual dosage: 

Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 
daily. 

Adults—1 to 2 teaspoonfuls aaa at meal- 
time) three times dai 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 
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Front View — Enclosed Patio 


Sandia Ranch Sanatorium, Inc. 


6903 Edith N. E. Diamond 4-1618 Albuquerque, New Mexico 
Licensed by State Health Department as a Psychiatric Hospital of 68 Beds 
For the Care and Treatment of Nervous or Mental Disorders 
VARIOUS ACCEPTED FORMS OF THERAPY AVAILABLE 
OCCUPATIONAL THERAPY AND OUTDOOR ACTIVITIES 
CLINICAL LABORATORY AND ELECTROENCEPHALOGRAM 
LIMITED FACILITIES FOR DOMICILIARY CARE 


Favorable Year Round Climate — 20 Acres Landscaped Grounds 
JOHN W. MYERS, M.D., Medical Director 
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“Factual Clinical Data: Male patient with marked spasm of 


right lumbar region found even slight bending extremely 
painful. Fifteen minutes after administration of 10 cc. of — 
ROBAXIN Injectable, spasm had disappeared and patient 
of patient. 


References: 1. Carpenter, £. B.: Southern 1958, 
2. Forsyth, H. F.: JAMA, 1671163, 1998. 3, Grisolia, and 
Thomson, J. E. M. Clin, Orthopaedics 13:299, 1959. 4. Ley 
enten, E. O., and Vaccarino, F. P.: Current Therap, Res. 2:497, 
3960. 5. Lewis, W, California Med. 90:26, 1959, 6. O'Doherty, 
S., and Shields, C. D.: J.A.M.A. 167:166, 1958. 7. Park, H. Wis 
SAMA, 167:168, 1958, 8. Piumb, GC. S.: Journal-Lencet 78:531, 
1958. 9. Poppen, J. and Flanagan, M. 171-298, 
1959, 10. Schaubel, H. J.: Orthopedics 1:274, 1959. 


Ina matter 
of minutes 


“excellent”’ in 
_ Skeletal muscle spasm with 


subjective relist of pain usually bega | 
ten minutes..." 4° 
«"'...@Valuable therapeutic agent for the treat- 
ment of acute disorders involving skeletal muscle 
spasm.""4 
effective in immediate relaxa- 
tion of paravertebral muscle spasm in patient 
who have undergone cervical and lumbar lami 
nectomies,”"9 


continuing 
relief without 


drowsiness 


TABLETS” 


fen published studies with 474 patients std 
ROGAXIN Injectable and ROBAXIN seni 
beneficial in 89% of cases.'-'* 

superior skeletal muscie relaxant in acut 
orthopedic conditions.”"! 
« “An excellent result, after methocarbamo! ac 
ainistratiok: Was obtained in ali patients wit! 

acute skeletal muscle spasm.’’® 


« “In no instance was there decrease in intensity 


-of simple reflex responses or voluntary musculé 


strength.”’7 


Supply: ROBAXIN Injectable, 1.0 Gm. methocarbarno! 
10-¢c. ampul. ROBAXIN Tabiets, 0, 5 Gm, (white, score 
in. bottles of 50 and 500. 


Aly; available, for oral use when severe pain accompanie 
shsletal muscle spasm: ROBAXISAL Tablets (Robax 
with Aspirin) in bottles of 100 and 500. ROBAXISAL-P 
(Robaxin with Phenaphen®) in bottles of 100 and 50 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINI/ 


Making today’s medicines with integrity ... seeking tomorrow's with persistenc 
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ROBAXIN Injectable administered 
~ 
3 
Dramatic improvement 15 minutes later 
4 
* 
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For allergy 
itch 


Everyday practice report: 


Following initial clinical investigational 
work, Forhistal was sent to physicians new 


throughout the country for evaluation as an . s ® 
antiallergic and antipruritic agent in every- Fo rh ist al 
day practice. Results in 6181 cases have now 

been anakyzed. In 3419 cases in which a 


comparison was made, Forhistal was judged rated bet t er 
better than previous therapy in 7 out of ~ 

10 patients. Information about the inves- th 

tigational work done previously is being an previous 
mailed to you separately and is also avail- * 

able on request. thera py in 
SUPPLIED: Tablets, 1 mg. (pale orange, ‘ 

scored). Lontabs, 2.5 mg. (orange). Syrup (pink) 7 

containing 1 mg. Forhistal maleate per 5-ml. : cases 

teaspoon. Pediatric Drops (pink), containing 

0.5 mg. Forhistal maleate per 0.6 ml. t f 1 @) 

For complete information about Forhistal (including dosage, O U 0 

cautions, and side effects), see Physicians’ Desk Reference ‘ 

or write CIBA, Summit, N.J. 


FORHISTAL® maleate (dimethpyrindene maleate CIBA) 
LONTABS® (iong-acting tablets CIBA) 


2/2010MK-2 
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MEETINGS 


Southwestern Medical Association 


to Meet in Las Vegas, Nev. 
October 19-21, 1961 


The 43rd annual meeting of the Southwestern 
Medical Association will move to the sparkling 
setting of Las Vegas, Nevada, October 19-21, 
1961, for a session featuring an excellent array 
of scientific speakers and an afternoon-free sched- 
ule permitting physicians to enjoy Las Vegas 
facilities to the fullest. 

Headquarters will be at the Tropicana Hotel 
with the Folies Bergere, direct from Paris with 
80 stars, and Shecky Greene, noted comedian. 


The meeting will be an open one and all physi- 
cians are invited to attend, regardless of their 
previous affiliation with the Association. The reg- 
istration fee of $25 includes two luncheons. 


Speakers will be: 


Dr. O. T. Clagett, Head of Section, Division 
of Surgery at the Mayo Clinic and Professor of 
Surgery at the Mayo Foundation Graduate 
School, University of Minnesota. 


Dr. Arthur C. Curtis, Past President of the 
American Academy of Dermatology and Syphil- 
ology, and Chairman of the Department of 
Dermatology, University of Michigan Medical 
Center. 


Dr. Cary M. Dougherty, Clinical Associate 
Professor of Obstetrics and Gynecology at the 
Louisiana State University School of Medicine. 
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Dr. Max Fine, Associate Clinical Professor of 
Opthalmology at the Stanford University School 
of Medicine and the University of California 
Medical School. 


Dr. S. Benjamin Fowler, Associate Professor of 
Clinical Orthopaedic Surgery at the Vanderbilt 
University Medical School. 


Dr. William Parson, Professor of Internal 


‘ Medicine and Chairman of the Department of 


Internal Medicine at the University of Virginia 
School of Medicine. 


SCIENTIFIC PROGRAM 
Wednesday, October 18 


3:00-5:00 p.m. Registration 
Thursday, October 19 


Moderator: Louis W. Breck, M.D., El Paso 
8:30 a.m. Registration 


9:30 a.m. Call to order by Sherwood Burr, 
M.D., President, Southwestern 
Medical Association 
Address of Welcome by The 
Honorable Oran K. Gragson, 
Mayor of Las Vegas 


9:45 a.m. Management of Overweight Patient 
William Parson, M.D. 
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Dr. Curtis 


Dr. Clagett Dr. Dougherty 


Dr. Fine Dr. Parson 
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10:15 a.m. Diagnosis and Management of 
Common Dermatological Lesions 
Arthur Curtis, M.D. 
10:45 a.m. Coffee—Visit Exhibits 
11:15 a.m. Place of External Version in 
Management of Breech Presentation 
Cary M. Dougherty, M.D. 
11:45 a.m. Fracture about the Wrist 
Benjamin Fowler, M.D. 
12:30 p.m. Luncheon 
1:00 p.m. Round Table Discussion and Business 
Meeting 
Presiding: Sherwood Burr, M.D. 


Friday, October 20 
Moderator: Russell L. Deter, M.D., El Paso 


9:30 a.m. Considerations of Non-malignant 
Lesions of the Breast 
O. Theron Clagett, M.D. 
10:00 a.m. Common Neoplasms of Skin 
Arthur Curtis, M.D. 
10:30 a.m. Coffee—Visit Exhibits 
11:00 a.m. Diagnosis and Management of 
Adrenal Diseases 
William Parson, M.D. 
11:30 a.m. General Information Concerning 
Recent Advances in Ophthalmology 
Max Fine, M.D. 
12:30 p.m. Luncheon 
1:00 p.m. Round Table Discussion 
Moderator: Harold J. Beck, M.D., 
Albuquerque, President-Elect, 
Southwestern Medical Association 


Saturday, October 21 
Moderator: Harold J. Beck, M.D. 


9:30 a.m. Criteria for Diagnosis of Carcinoma 
in situ of Cervix 
Cary M. Dougherty, M.D. 
10:00 a.m. The Ocular Care of the Pre-School 
Child 
Max Fine, M.D. 
10:30 a.m. Coffee—Visit Exhibits 
11:00 a.m. Surgical Treatment of Rheumatoid 
Arthritis of Hand 
S. Benjamin Fowler, M.D. 
11:30 a.m. Dysphagia and Its Treatment 
O. Theron Clagett, M.D. 
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Social Activities 
Thursday, October 19 


10:00 a.m. Tour of Las Vegas 


2:00 p.m. Golf Round Robin 
Tropicana 
(choose your own partners) 


Friday, October 20 


9:00 a.m. Ladies’ Golf Tournament 
1:00 p.m. Golf Tournament 
Tropicana 
7:00 p.m. Cocktails 
Gourmet Bar, Tropicana 
8:00 p.m. President’s Banquet 
“Folies Bergere” 


Dr. Sherwood Burr of Tucson is president of 
the Association. Other officers are: Dr. Harold 
T. Beck, Albuquerque, president-elect; Dr. David 
Russek, Chihuahua City, vice-president; and Dr. 
Merle D. Thomas, El Paso, secretary-treasurer. 

Dr. Frank A. Shallenberger, Jr., Tucson, is 
general chairman for the meeting. Serving with 
Dr. Shallenberger are the following committee 
members: Dr. Ross Magee, Tucson, program 
chairman; Dr. E. S. Crossett, El Paso, exhibits 
and arrangements; Dr. Phillip G. Derickson, 
Tucson, orthopaedics; Dr. George Fraser, Tucson, 
obstetrics and gynecology; Dr. Louis G. Jekel, 
Phoenix, dermatology; Dr. James P. Calkins, 


. Tucson, ophthalmology; Dr. Russell L. Deter, 


El Paso, medicine and surgery; Dr. W. G. Mor- 
row, Jr., El Paso, entertainment; and Dr. Grant 
Lund, Tucson, golf tournament. 


Exhibits 
Abbott Laboratories 


Association: of American Physicians and 
Surgeons 


Barnes-Hind Pasna Co. 

Encyclopedia Britannica 

Great Books of the Western World 
Hyland Laboratories 

Eli Lilly and Company 

Owen Laboratories, Dallas 

Roche Laboratories 

Sandoz Pharmaceuticals 

Southwestern Surgical Supply Co., El Paso 
Tobacco Industry Research Committee 
U. S. Vitamin & Pharmaceutical Corp. 
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Southwest OB-Gyn Society Will Meet 


The eleventh annual meeting of the Southwest 
Obstetrical and Gynecological Society will be 
held in San Diego October 29, 30, and 31, 1961, 
with headquarters at the Konakai Club. 


Dr. Ralph A. Reis, Professor of Obstetrics and 
Gynecology at Northwestern University, again 
will be the presiding agitator at the luncheon 
meetings. 


Guest speakers will be: 


Dr. Isadore Dyer, New Orleans, Professor of 
Obstetrics and Gynecology at Tulane University 
School of Medicine; Dr. Robert E. L. Nesbitt, Jr., 
Professor and Chairman of the Department of 
Obstetrics and Gynecology, State University of 
New York Upstate Medical Center at Syracuse; 
and Dr. Buford Word, Birmingham, Professor of 
Obstetrics and Gynecology at the Medical Col- 
lege of Alabama. 


Dr. John F. Wanless of San Diego is president 
of the Society. Other officers are: Dr. Zeph B. 
Campbell, Phoenix, president-elect; Dr. Raymond 
J. Jennett, Phoenix, vice-president; Dr. Charles 
T. Franklin, La Mesa, California, secretary; and 
Dr. Francis L. Rook, San Diego, treasurer. 


The complete program follows: 


PROGRAM 
Sunday, October 29 


1:00 p.m. Registration, Main Lobby 
3:00 p.m. Council Meeting, Beachcomber Room 


5:30 p.m. Cocktails, Patio Room 
Courtesy, San Diego Gynecological 
Society 
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October 29-31 in San Diego 


7:30 p.m. Luau, Lanai Room 


Monday, October 30 
8:00 a.m. Registration 


8:15 a.m. Meeting of Nominating Committee 


9:00 a.m. General Session, Kamehameha Room 
Call to order and introduction of 
guest speakers by John F. Wanless, 
M.D., San Diego, President, South- 
west Obstetrical and Gynecological 
Society 


9:15 a.m. Address 
Dr. William Rust, San Diego, Pres- 
ident, California Western 
University 


9:40 a.m. Intermission 
Coffee and refreshments 
available in Hospitality Room 


Scientific Program 


Morning Session 
Presiding: Zeph Campbell, M.D., Phoenix 


10:00 a.m. Some Unusual Indications for 
Caesarean Section 
Isadore Dyer, M.D. 


10:45 a.m. Prevention of Abortion: Use of 
Cytohormonal Diagnosis 
Robert E. L. Nesbitt, Jr., M.D. 


11:45 a.m. Business Meeting, Kamehameha 
Room 
Presiding: John F. Wanless, M.D. 
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12:30 p.m. Luncheon and Round Table 
Main Dining Room 
Presiding Agitator: Ralph Reis, 
M.D. 
Molesting Moderators: Celso Stapp, 
M.D., El Paso; and Basil W. Ma- 
loney, Sr., M.D., Lemon Grove, 
Calif. 


Afternoon Session 
Presiding: Clement Boehler, M.D., El Paso 


2:30 p.m. Ectopic Pregnancy 
Buford Word, M.D. 


3:15 p.m. Conception Can Be Fun 
Isadore Dyer, M.D. 
(Wives of members and guests 
are cordially invited to attend 
this paper) 
5:30 p.m. Society Cocktail Party 
Main Lounge 


8:00 p.m. Annual Banquet 
Main Dining Room 


Tuesday, October 31 


Morning Session 


Presiding: Raymond J. Jennett, M.D., Phoenix 


9:00 a.m. Complications of Hysterectomy 
Buford Word, M.D. 


9:45 a.m. Experimental Abruptio-placenta 
Robert E. L. Nesbitt, Jr., M.D. 


10:30 a.m. Intermission 
Coffee and refreshments 
available in Hospitality Room 


11:15 a.m. Some Observations Concerning Ad- 
nexal Disease 
Isadore Dyer, M.D. 


12:30 p.m. Luncheon. and Round Table 
Presiding: Ralph Reis, M.D. 
Assistants: Charles Newcomb, 
M.D., Tucson; and Walter Ballard, 
M.D., San Diego 


Coming Meetings 


American Fracture Association, 22nd annual 
meeting, Georgetown University Medical Center, 
Washington, D.C., Sept. 16-23, 1961. 


Western Association of Railway Surgeons, An- 
nual Meeting, Holiday Hotel, Reno, Nev., Sept. 
28-30, 1961 


Arizona Academy of General Practice, Annual 
Scientific Session, Ramada Inn, Tucson, Oct. 
12-14, 1961. 


The University of Texas M. D. Anderson 
Hospital and Tumor Institute, Sixth Annual Clin- 
ical Conference, Cancer of the Genito-Urinary 
Tract, Texas Medical Center, Houston, Oct, 20- 
21, 1961. 


Southwest Obsterical & Gynecological Society, 
Eleventh Annual Meeting, Konakai Club, San 
Diego, Oct. 29-31, 1961 


Southwestern Medical Association, 43rd Annual 
Meeting, Tropicana Hotel, Las Vegas, Nev., 
Oct. 19-21, 1961. ; 
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ORIGINAL ARTICLES 


Clinical Evaluation of a New Topical Preparation 


In the Treatment of Otitis Externa 


Joserpu Cuarzes Evia, M.D., Reno 


In the past, many physicians have referred 
to any dermatitis of the external ear canal as 
otitis externa, This diagnosis has been misleading 
and has produced “stereotyped treatment with 
indifferent therapeutic results.”' Several articles 
have reported the fact that diagnosis of otitis 
externa has come to include a variety of ear 
conditions.':*** 


Lawson* points out that diagnostic confusion 
in external otitis is “apparently compounded by 
the ready blending of infectious and noninfec- 
tious dermatitis.” Actually, infection, trauma, or 
local dermatological causes may all be responsible 
for dermatitis of the external ear canal. 


Overlapping symptoms also impede the diag- 
nosis. Many of the symptoms commonly present 
in otitis externa, such as pain, pruritus, etc., may 
occur in a variety of other otic infections and 
only add to diagnostic and therapeutic difficulties. 


McLaurin* and Gill’ have recognized the great 
variety of etiological agents responsible for ex- 
ternal otitis, According to Gill, the term otitis 
externa includes inflammatory conditions of the 
external ear canal as well as of the pinna. The 
condition may be due to trauma, heat and cold 
effects, chemical or drug stimuli, allergic reac- 
tions, or infection. The latter is the most common 
cause of otitis externa and is caused by bacteria 
or fungi.** 


*Supplied by Dr. D. L. Long, White Laboratories, Inc., Kenil- 


worth, N. J. 
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Anatomy and functional peculiarities of the 
external ear canal also contribute to the incidence 
of external otitis.’ The ear canal, an epithelium- 
lined cul-de-sac, is always moist and widely ex- 
posed to external infection. The secretion from 
the regional glands, cerumen, favors growth of 
certain microorganisms even under sterile condi- 
tions. If trauma and alteration of the pH also 
enter the picture, infection will develop even 
more readily. 

Traumatic objects, such as hairpins and clips, 
may break the skin when they are introduced 
into the ear; since they are not sterile, they may 
elicit infection. 


Predisposition to infection is often caused by 
a change in the pH value of the ear canal.* When 
a normally acid bactericidal state changes to an 
abnormally alkaline one—and if the skin has been 
broken—an environment is established that may 
favor growth of bacteria and fungi. According 
to Fabricant," effectiveness of a therapeutic agent 
depends on its ability to produce a state of acidity 
which will hinder the multiplication of micro- 
organisms. 


Thus, a topical medication combining anti- 
microbial and anti-inflammatory properties is 
needed for optimal therapeutic success in external 
otitis. Such a remedy is available on prescription 
under the trade name Otobione."* 


Each cubic centimeter of the liquid preparation 
contains 5 mg. prednisolone acetate, 3.5 mg. neo- 
mycin (as sulfate), and 50 mg. sodium propionate. 
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The pH is buffered to approximately 6.2, to con- 
form with the slightly acid reaction of the normal 
external ear canal. 


Specific Function 


Each component of the preparation performs 
a specific function. Prednisolone, an anti-inflam- 
matory agent, is known to be effective in the 
topical treatment of various dermatoses.’ The 
local activity of neomycin, an antibacterial agent, 
is also well established, Its “unusually wide anti- 
bacterial range, including practically all of the 
bacterial organisms which are encountered in 
skin infections” indicates its superiority in the 
treatment of accessible pyogenic infections." 

Sodium propionate, a highly effective anti- 
fungal as well as antimicrobial agent, is recom- 
mended for topical use in mycotic and bacterial 
infections of the skin, ear, and eyes;'' the lack 
of tissue irritation and sensitization from such 
local treatment is emphasized by Theodore" and 
others.” 

When the complementary action of the two 
antimicrobial components is combined with the 
anti-inflammatory and anti-pruritic action of 
prednisolone, an effective agent against otitis ex- 
terna is obtained. Several investigators '* have 
observed “good” response to Otobione in 87 per 
cent of a composite series of 67 patients with 
ear infections. Clinical studies presented in this 
paper also confirm the efficacy of this medication. 


Procedure 


The preparation was administered as sole or 
adjunctive medication to a series of patients suf- 
fering from otitis externa. 


Clinical Material 


Ninety patients are included in this study. 
Ages ranged from one to 81 years. Table 1 sum- 
marizes the presenting symptoms. As can be seen 
pain and itch were the predominant presenting 
symptoms. Obviously, many individuals presented 
two or more symptoms simultaneously. Prior to 
treatment with Otobione these symptoms had 
been present for from three days to 16 years. 

Many of the patients had had previous treat- 
ment, some only self-medication such as olive 
oil, alcohol, vaseline, etc. 

Since associated allergy was observed in about 
half of the cases, the clinical series was divided 


406 


TABLE I 


PRESENTING SYMPTOMS OF PATIENTS 
TREATED FOR EXTERNAL OTITIS 


Pain 56 
Itch 48 
Weeping 10 
Furunculosis 14 
Swelling 17 
Perforation 6 
Associated Otitis Media 4 
Associated Chronic Mastoiditis 2 

154 


*Representing 90 patients 


into two groups: The non-allergic (or allergy- 
free) group comprising 46 patients, (19 male 
and 27 female) and the group with associated 
allergy consisting of 44 patients (9 male and 35 
female). 


_ Treatment 


The recommended dose of 3-5 drops, instilled 
into the affected ear (T.I.D. or Q.I.D.), was used 
as long as necessary. All other medications were 
given adjunctively in oral form: Additional steroid 
was given to patients with an increased inflam- 
mation; sulfonamide was administered in cases 
where there was an extreme degree of cellulitis, 
furunculosis, otitis media, or chronic mastoiditis; 
antihistamine was given to most of the patients 
with associated allergy. Tables II and III sum- 
marize the type of medication used and duration 
of treatment, respectively. 


Of the 46 allergy-free patients, 31 were given 
Otobione alone, one received additional steroid 
adjunctively, and 14 were treated with adjunc- 
tive sulfonamide. Treatment was continued for 
one to 14 days in the majority of-patients, and in 
only seven cases was it necessary to continue 
therapy for more than 28 days. Of these latter 
seven, two had associated perforations and one 
had associated mastoiditis. 
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TABLE II 


SUMMARY OF THERAPY USED IN ALL CASES 


(Medication other than Otobione 
was administered orally) 


Patients 
Allergy with 
Free Associated 
Patients Allergy Total 
Otobione only 31 ; 7 38 
Otobione + Steroid 1 2 3 
Otobione + Sulfonamide 14 6 20 
Otobione + Antihistamines fe) 24 24 
Otobione + Antihistamines + 
Sulfonamide 5 5 
TOTALS 46 44 90 
TABLE III 


1-7 8-146 15-21 22-28 26 


Non-Allergic 15 16 5 3 7 
Associated Allergy 8 lo 
TOTALS 23 27 1s 8 17 


Of the 44 patients with associated allergy, seven 
were given Otobione alone, two received addi- 
tional steroid adjunctively, six were treated with 
adjunctive sulfonamide, 24 with adjunctive anti- 
histamine, and five received both antihistamine 
and sulfonamide-adjunctively. 


The majority required treatment for one to 
21 days. Ten patients were treated for more 
than 28 days. Fifty per cent of this latter group 
presented symptoms for two years or longer. 


Results 


Overall Clinical Response 


The effect of the treatment was designated 
as good if no return of symptoms was noted for 
one full month; fair (improved) if symptoms 
reappeared in less than one month, but were re- 
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lieved with further treatment; poor (not im- 
proved) if no relief of symptoms was noted and 
alternate therapy had to be instituted. Table IV 
shows that a good response was obtained in 60 
patients and a fair result was noted in 17 cases. 
Relief was therefore afforded to eighty-six per 
cent of the entire group. 


TABLE IV 


OVERALL CLINICAL RESPONSE 


GOOD IMPROVED NOT IMPROVED 
Allergy Free 31 7 8 
With Allergy 29 10 5 
TOTALS 60 7 13 


In comparing results of the two groups (Table 
IV), one observes that response was good in 31 
allergy-free and in 29 associated allergy patients. 
Results were fair in seven allergy-free and in 10 
associated allergy patients. Response was poor in 
eight allergy-free and in five associated allergy 
patients. 


Thus, while required treatment for patients 
with associated allergy was somewhat longer 
(Table III), overall response to treatment was 
about the same in both groups. Generally speak- 
ing, however, those cases that had had a sec- 
ondary tympanic membrane perforation, over an 
extended period of time, required longer treat- 
ment. 


Bacteriological Findings 

Bacteriological testing was performed on 37 
patients, selected at random. Clinical response 
according to pathogenic organism is described 


in Table V. 


TABLE V 


Staphylococcus Aureus 18 18 t+) 0 
Pseudomonas aeruginosa 14 6 5 3 
Aspergillus niger 5 1 ° 4 
TOTALS 37 25 5 7 
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Staphylococcus aureus was isolated from 18 
cultures. Good response to treatment was ob- 
tained in all 18 cases. Pseudomonas aeruginosa 
was isolated from 14 cultures; good therapeutic 
response was noted in six, fair in five and poor 
in three cases. Aspergillus niger was isolated from 
five cultures; good therapeutic response was ob- 
served in one, and a poor response in four cases. 


One can see from the above data that staphy- 
lococcus aureus was the most frequently isolated 
organism as well as the most responsive to treat- 
ment. Aspergillus niger, on the other hand, was 
isolated only in a few instances and proved to be 
quite resistant to the treatment. 

Tolerance of Medication 


No reactions were noted to this preparation. 
None of the patients were irritated or made worse 
by its use. 


Comment 


In treating otitis externa, it is necessary to take 
into account other factors such as allergic prob- 
lems, or any other co-existing conditions such 
as chronic mastoiditis or chronic otitis. 


One notes from the above results that asso- 
ciated allergy tends to slow down the treatment. 
Consequently, in order to achieve a good thera- 
peutic effect, the physician must be aware of the 
existence of an associated allergy, and accordingly 
administer appropriate therapy. Only when the 
allergy, too, is being symptomatically controlled 
will the medication against otitis externa be ef- 
fective. 


In many so-called resistant cases, it is the 
allergic reaction that often hinders therapeutic 
progress. In such an instance, the physician may 
attribute failure of response to the preparation 
he has been using and therefore change.the course 
of treatment—only to find the same thing true 
with another compound. 


Thus, if proper therapy is given adjunctively 
to patients with suspected allergy, treatment of 
external otitis with Otobione is quite effective 
and the results are gratifying. 


Summary 


(1) Etiology of otitis externa is discussed, and 
therapeutic as well as diagnostic difficulties of the 
disease are emphasized. A new medication, and 
anti-inflammatory and antimicrobial properties, 
is described. 
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(2) Ina series of 90 patients with otitis externa, 
44 of whom had an associated allergy, Otobione 
was prescribed as sole or adjunctive therapy. 
Most of the allergic patients were also given an 
antihistamine; those patients that had a higher 
degree of infection or inffammation received ad- 
junctive treatment with sulfonamide or additional 
steroid, respectively. 


(3) Of the 90 cases, 60 showed good, 17 fair 
and 13 poor response to treatment. Bacteriological 
cultures of 37 patients revealed staphylococcus as 
the most frequently isolated organism, and the 
most responsive to treatment. Aspergillus was 
isolated in just a few cases, and proved quite 
resistant to treatment. 


(4) Overall response to the treatment was as 
good in allergy-free as in associated allergy pa- 
tients. However, treatment lasted longer in the 
latter group. The point is made that the physician 
treating otitis externa should be aware of the 
possibility of co-existing allergy in the cases which 
appear resistant. With proper use of adjunctive 
antihistamine, Otobione treatment of otitis externa 
can be as effective in the allergic as it is in the 
non-allergic patient. 


275 Hill Street 
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Anterior Pituitary Insufficiency With Diabetes Insipidus 
A Case Report 


Ws. L. Bairp, Jr., Captain, MC, USA, Womack Army Hospital, Ft. Bragg, N.C. 


Diabetes insipidus and anterior pituitary insuffi- 
ciency occurring simultaneously are rarely reported. 
In reviewing the literature only seven reported 
cases were found." * 


Case Report 


A 42 year-old white male began having vague 
frontal headaches in July, 1955. In August he was 
hospitalized with double vision, loss of coordination, 
mental confusion, and slurred speech. A tentative 
diagnosis of multiple sclerosis was made, and he 
received daily intravenous histamine injections. In 
September, 1955, he was first admitted to William 
Beaumont Army Hospital with lethargy. Spinal 
fluid examination revealed 557 cells with 95 per 
cent neutrophils; culture was negative. The highest 
Specific gravity on six urinalyses was 1.005; how- 
ever, the diagnosis of diabetes insipidus was not 
considered. 


From July to September he lost 30 pounds. He 
was transferred to a VA Hospital with a diagnosis 
of viral encephalitis, type undetermined, and psy- 
chosis with organic brain disease. In December, 
1955, he was discharged, much improved. At this 
time he had weakness, a tremendous thirst, and 
loss of libido. In January, 1956, he had pneumonia 
and was admitted to another hospital. ECG re- 
vealed some non-specific T wave changes. He was 
discharged as myocardial degeneration associated 
with some undiagnosed primary disease and pneu- 
monia. 


From February, 1956, until January, 1957, he 
did not consult a physician. During this period of 
time he noticed an intolerance to cold. It became 
necessary to shave only once weekly, and his pubic, 
axillary, and chest hair almost disappeared. He had 
mild, generalized muscular aching, and became so 
weak that ambulation for mare than thirty minutes 
was difficult. He had to sleep at least 15 hours 
daily. 


His appetite was good, and there were no epi- 
sodes of nausea, vomiting or syncope. Polydipsia 
became so marked that he had to sleep with a 
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pitcher of water near his bed. He had nocturia of 
four to five times nightly. In January, 1957, he 
accidently broke the water pitcher and cut his 
foot. In the emergency room the intern suturing 
the laceration was impressed with the polyuria and 
polydipsia and admitted him for evaluation. 


On physical examination he appeared to be 
chronically ill with weakness, slow speech and some 
slurring of words. The vital signs were: T 98 de- 
grees, P 88, R 20, BP 80/60, height 68 inches, 
weight 178 pounds. There was some confusion, 
but no disorientation, The skin was pale, dry and 
scaly, with subnormal pigmentation. There ap- 
peared to be subcutaneous edema, but pitting 
could not be elicited. 


His scalp hair was sparse and coarse. There was 
almost complete loss of pubic, axillary and chest 
hair. (Fig. 1.) The eyebrows were thin laterally 
and the beard was absent. He was puffy about the 
eyes. The teeth were carious, brown-stained and 
with increased spacing. The tongue was large. The 
thyroid gland was not palpable. Both testes were 
small, measuring approximately 2 x 1 cm, There 
was generalized muscular weakness and some pain 
on motion of the large joints. There was marked 
depression of the deep tendon reflexes, His gait 
was slow with a wide base. 


The specific gravity of urine ranged between 
1.001 and 1.003 on repeated examinations. Fifteen 
minute urine volumes prior to and during the 
Hickey Hare test were from 90 to 130 cc, After 
0.1 unit of pitressin intravenously the 15 minute 
urine volume dropped to 30 cc. His urine output 
was approximately eight liters daily prior to pitres- 
sin therapy and 1500 to 3000 cc after therapy, with 
a specific gravity of 1.027 being reached. 


Multiple basal metabolic rate determinations 
varied from minus 18 per cent to minus 2 per cent. 
Serum cholesterol was 185 mg per cent and protein 
bound iodine 2.3 and 3.4 mcg per cent. Electro- 
cardiogram revealed marked T wave depression in 
leads III, AVL and the left precordial leads. 
Free acid was present on gastric analysis. The 24- 
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Figure 1 


Appearance of patient prior to therapy, showing the 
absence of body hair and the myxedematous facies. 


hour urine examinations for 17-ketosteroids, 11 
oxycorticoids, and 17 hydroxycorticoids were con- 
sidered unreliable. 


On glucose tolerance test his fasting blood sugar 
was 119 mg per cent; one-half hour blood sugar 
200 mg per cent; one-hour sugar 194 mg per cent; 
two-hour sugar 207 mg per cent; four-hour sugar 
100 mg per cent. The serum sodium was 151 
mEq/L, serum potassium 5 mEq/L, and total 
serum proteta 7.0 gm per cent with albumin 4.6 
gm per cent. Electroencephalogram revealed ab- 
sence of occipital alpha wave, a general depression 
of all electrical activity, and a superimposed fast 
rate affecting the frontal and right temporal areas. 


Gonadotropin assays were less than 50 Mu/L. 
Testicular biopsy specimen revealed collapse of the 
seminiferous tubules, the lining cells were predom- 
inantly that of Sertoli’s cells, and the interstitial 
tissue was replaced by dense fibrocollagenous con- 
nective tissue with absence of Leydig cells. Lum- 
bar puncture, skull films, visual fields, and chest 
x-ray were normal. Hemoglobin was 12 gm per 
cent. 
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There were no significant changes during hos- 
pitalization prior to treatment. Extra sodium chlor- 
ide was added to his diet. Pitressin tannate in oil, 
one cc every other day, controlled his diabetes 
insipidus. He gained such relief from the polyuria 
and polydipsia that he would shuffle along and in 
his slow speech say that he felt “wonderful”. He 
began to gain weight and reached a maximum of 
210 pounds. His blood pressure varied from 95/60 
to 110/70. 


Target gland replacement therapy was begun 
with prednisone 20 mg daily, Several weeks later 
he began to have visual and auditory hallucina- 
tions requiring closed ward treatment. The predni- 
sone was discontinued and in 19 days he had be- 
come orientated again. After a two-month period 
he was given prednisone 2.5 mg, thyroid extract 
16 mg, and testosterone linquets 10 mg daily. The 
added sodium chloride was discontinued. The thy- 
roid dosage was gradually increased to a daily dose 
of 250 mg in five months. The prednisone was 
increased to five mg in the third month and to 10 
mg in the fifth month. After six months of treat- 
ment his speech became more normal. 


He progressed from needing 15 hours of sleep 
to eight hours daily and applied for a job. His skin 


Figure 2 
Appearance of patient six months after therapy was 
started, showing partial return of body hair and improve- 
ment in the appearance of his face. 
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became smooth and moist. The puffiness around 
his eyes and the “thick” skin disappeared. Axillary, 
pubic and chest hair returned, and he had to shave 
at least every other day. (Fig. 2.) On hot days 
there was noticeable sweating. Deep tendon reflexes 
became active. Muscular strength improved con- 
siderably, and gait became more normal. 


Occasionally excessive polyuria and polydipsia 
returned, but was controlled with pitressin. There 
have been occasional erections with fleeting return 
of libido, but no sexual intercourse, Protein bound 
iodine rose to 7 mcg per cent and hemoglobin rose 
to 14 gm per cent. The electrocardiogram and 
electroencephalogram became normal. He re- 
mained obese. Observation since treatment covered 
a period of 11 months. 

Discussion 

The initial episode of the patient’s illness appar- 
ently was an aseptic encephalitis. Viral studies 
were not done to get a specific diagnosis. The 
pituitary failure closely followed and was assumed 
to be secondary to encephalitis. Post-encephalitic 
pituitary failure is rare but does occur.° Tumor 
was highly unlikely. However, two patients were 
diagnosed as idiopathic diabetes insipidus for two 
and five years until the tumor became recognizable 
clinically.” The electrocardiographic changes 
which resulted in a diagnosis of degenerative myo- 
cardial disease were probably secondary to myxe- 
dema.* 


On a follow-up visit the patient was asked if 
prior to treatment he needed cold water. He stated 
that the water had to be ice cold. He had kept 
two one-gallon containers in the refrigerator over 
the objections of his wife, and if his supply of cold 
water ran out during the night, he would get more 
ice cubes. The diabetes insipidus patient’s need for 
cold water was considered of diagnostic import- 
ance by Thomas.’ When the polyuria and poly- 
dipsia were controlled, the patient gained so much 
relief that he never complained again, emphasizing 
the misery of the patient with diabetes insipidus. 


The possibility of subclinical adrenal insuffi- 
ciency was considered, but not substantiated. Clin- 
ically and experimentally the posterior pituitary 
and the anterior pituitary, via the adrenal cortex, 
are antagonistic in water metabolism.” *” ™ The 
nature of this relationship is not known. The sodi- 
um retaining property of the adrenal hormones 
probably is not a factor since aldosterone secretion 
is present in anterior pituitary insufficiency.’*: 
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Our patient had clinical diabetes insipidus, and 
therefore may not have had adrenal insufficiency. 
The danger of treating myxedema in the presence 
of adrenal insufficiency is well known.'* '® On the 
speculation that our patient might have adrenal 
insufficiency, his replacement therapy was started 
with prednisone. The initial dose was excessive 
and apparently precipitated a psychosis. Treat- 
ment was re-instituted with simultaneous small 
doses of thyroid extract and steroids. Whittaker 
and Whitehead" indicated that an occasional pa- 
tient with long standing anterior pituitary insuffi- 
ciency may have his myxedema made worse by 
treatment with steroids. 


Summary 


A case of diabetes insipidus and anterior pitui- 
tary insufficiency occurring simultaneously is pre- 
sented. Onset was in close relationship with an 
aseptic encephalitis. Successful replacement thera- 
py was accomplished with posterior pituitary ex- 
tract and target gland preparations. 


Womack Army Hospital, Ft. Bragg, N. C. 
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Renal Surgery in the Aged 


It is generally recognized that major surgery 
entails a greater risk in older persons than in the 
younger ones. In a series of 240 patients over 
69 years of age, Mithoefer* reported a mortality 
rate of 8.3 per cent in contrast to 1.9 per cent 
in patients under 69 years of age. 


He noted that after the age of 70, a further 
increase in age per se had no bearing on the mor- 
tality rate. The most common complications which 
caused death were those of the cardiopulmonary 
system. 


There is probably an overestimation of the 
risk involved in doing major surgery on older 
patients and an underestimation of what can be 
done for and to the elderly patient. Haug and 
Dale’ found a mortality difference similar to the 
Mithoefers® when comparing moriality rates in 
the elderly patients who required major surgery. 


They also noted that there was a much greater 
mortality if the surgical procedure was an emer- 
gency one in contrast to an elective one. 


Most of the major urological surgery per- 
formed on older people is done for diseases of 
the prostate gland. There have been few reported 
cases where surgery was performed on the kidney 
in a person over the age of seventy. 


This paper is a report of two such cases. The 
first case is a solitary renal cortical cyst in an 
83 year old man. 


Case No. 1: 

An 83 year old man was admitted to the Flag- 
staff Hospital on July 22, 1959, with complaints 
of fever, chills and cough of two days duration. 
His past history revealed that he had a myocardial 
infarction four years previously. Four weeks prior 
to admission he had one episode of painless hema- 


*Chief of Surgery, Flagstaff Hospital, Flagstaff, Ariz. 
**Chief of Medicine, Flagstaff Hospital, Flagstaff, Ariz. 
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Report of Two Cases 


C. Herpert Frepett, M.D., FACS*; and Joun F. Currin, M.D., FACP**; Flagstaff, Ariz. 


turia. He had a history of a left renal calculus 
twenty years prior to admission, 


Physical examination revealed a bronchopneu- 
monia in the right lower lobe which was confirmed 
by roentgen examination. 


Laboratory examinations revealed microscopic 
hematuria, a blood urea nitrogen of 24 mgm. per 
cent, and a phenolsulfonphthalein excretion of 60 
per cent in two hours. 


Intravenous pyelography revealed good excre- 
tion of contract media bilaterally. There was a 
calcium filled calyceal cyst in the right kidney and 
a renal cortical mass in the upper pole of the left 
kidney. (Figure 1). 


On July 28, 1959, an exploration of the left 
renal fossa was done. A 12 cm. diameter solitary 
cortical cyst of the upper pole of the kidney was 
found. Upon opening the cyst there was clear 
serous fluid found and the lining of the cyst was 
found to be smooth throughout. (Figure 2). 


The cyst was decapitated flush with the renal 
substance. There was no attempt to remove the 
attached cyst lining from the renal substance. 


Postoperatively the patient had an uneventful 
nine days, being discharged on August 6, 1959. 
Comment: 


This is a case of a large solitary cortical cyst 
of the kidney which was found during a hospital- 
ization for bronchopneumonia, His past history of 
silent hematuria and the finding of microscopic 
hematuria at the time of admission led to an intra- 
venous pyelogram which revealed the lesion. 


Once the lesion was found, the diagnosis was not 
entirely clear. The possibility of malignancy was 
considered. This complicated our preoperative 
planning. The contralateral kidney had chronic 
disease in it. In an 83 year old arteriosclerotic 
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Figure 1 


patient one might have been tempted to offer no 
surgical therapy. 


Shiver’® has reported 30 per cent of cortical 
cysts of the kidneys to be malignant. Mayers* noted 
that there is no absolute way to tell if a cyst is 
benign or malignant. Clark’ noted that the diag- 
nosis of malignancy is more often favored when 
there is pain, hematuria, anemia, palpable mass, 
or roentgen evidence of pathological calcification 
or calyceal amputation. 


Because there is no absolute way of telling 
whether a renal cyst or mass is malignant or 
benign, the best thing to do is to inspect it by 
surgical exploration. If malignancy is discovered 
at this time, a nephrectomy is indicated, provid- 
ing the opposite kidney is well enough to maintain 
the patient in a satisfactory nitrogen balance post- 
operatively. 


Preferred Therapy 


If a cyst is found the preferred therapy is ex- 
cision by decapitation. Attempting to remove the 
lining of the cyst that is adjacent to the renal sub- 
stance is a bloody time consuming unnecessary 
procedure. Once the cyst has been opened a care- 
ful search of the lining should be made to be 
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Figure 2 


certain it is smooth. If the lining is roughened 
and the fluid contents are bloody, it is probably 
a malignant cyst and a nephrectomy should be 
done. 


The benign solitary renal cortical cyst is often 
asymptomatic. Frequently it will cause destruction 
of renal parenchyma by compression, It may 
become infected or a hemorrhage may occur into 
the cyst contents with resulting pain. If the pre- 
operative diagnosis is unequivocally a benign renal 
cyst the preferred therapy is surgical excision. 


The exact number of reported and unreported 
cases of solitary renal cortical cyst is not known. 
Deming* notes that they are a fairly frequent 
abdominal tumor. It is of interest that the author 
was unable to find any reported cases of successful 
excision of solitary renal cortical cysts in a patient 
over the age of 80 years. 


The second case is one of malignant hyper- 
tension due to unilateral renal artery disease in a 
71 year old man. 


Case No. 2: 


A 71 year old man was admitted to the Flag- 
staff Hospital on December 28, 1959, complaining 
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of headaches and difficulty in reading of one 
month duration. 


His past history revealed that he had a complete 
physical examination on October 26, 1959. At that 
time his blood pressure was 156/86. He had no 
dorsalis pedis pulsations bilaterally. 


About two weeks after his physical examination 
he noted severe frontal headaches and dyspnea on 
mild exertion. One week prior to admission he was 
again examined by his physician who found his 
blood pressure to be 290/150. Examination of his 
fundi revealed grade four changes due to malig- 
nant hypertension. 


Following admission he was found to have 
absent dorsalis pedis pulsations bilaterally with 
cyanotic cold feet. His femoral pulsations were 
palpable. He had cardiac enlargement and a 
presystolic gallop rhythm. His fundi revealed mul- 
tiple flame, punctate, and round retinal hemor- 
rhages. He had moderate bilateral papilledema 
and visible arteriosclerosis of his retinal vessels. 


Laboratory examinations revealed a normal 
blood count and hemoglobin. His urinanalysis re- 
vealed a few white and red blood cells microscop- 
ically with four plus albuminuria. His sedimenta- 
tion rate was 55mm./hr. Westergren. His blood 
urea nitrogen was 42 mg. per cent. The Fishberg 
urine concentration test was normal. 


Roentgenographic examination revealed no dye 
excretion by the left kidney by intravenous pyelog- 
raphy. Retrograde pyelograms revealed a small 
contracted left kidney with a small pelvis and 
ureter. (Figures 3 and 4). 


The patient was placed on Inversine 15 mg. 
daily and Raudexan 100 mg twice daily, The blood 


pressure fell to 190/120 and his headaches dis- 
appeared. He was digitalized with relief of his 
nocturnal dyspnea. 


On January 2, 1960, a right nephrectomy was 
done. The renal artery was arteriosclerotic with a 
thrombosis occluding it. An aberrant arterioscler- 
otic artery was present. The capsule was thickened 
and the kidney was small and contracted. Micro- 


scopic examination revealed multiple subcapsular 
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Figure 4 


scars, a prominent Bowmans membrane, and severe 
arteriosclerosis of the vessels. 


Postoperatively he maintained a normal urine 
output but his blood urea nitrogen rose rapidly 
to 268 mgm. per cent on the tenth postoperative 
day. During this period of time he was taking 
oral nourishment poorly and maintained on intra- 
venous feedings. His blood pressure dropped to 
140/90 immediately postoperatively-and has re- 
mained in that vicinity since that time. On the 
twelfth postoperative day intensive forced feeding 
of high caloric high protein diet was undertaken. 
He was discharged on January 14, 1960. 
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On January 21, 1960, his blood urea nitrogen 
was 60 mgm. per cent. Examination of his fundi 
revealed no papilledema and only evidence of old 
retinal hemorrhages. 


He is now up and about, working, free of pain, 
and reading his newspaper without difficulty. 
Comment: 


This is a case of sudden onset of malignant 
hypertension which was due to occlusion of the 
left renal artery. The occurrence of sudden hyper- 
tension in an arteriosclerotic 71 year old man is 
unusual, The findings prior to and at the time of 
surgery substantiated the diagnosis of renal arterial 
occlusion. The prompt regression of the hyper- 
tension following the nephrectomy confirmed this 
as being a true case of renal hypertension. 


His postoperative course was stormy for the 
first ten days due to his negative nitrogen balance 
and poor oral intake. The decrease in arterial 
pressure decreased the effective renal arterial flow 
in the remaining kidney. His urea nitrogen rose 
until the tissue breakdown was reversed by forced 
oral intake. 


Prior to surgery the diagnosis of occlusion of 
the renal artery was suspected because of the non- 
visualization of the kidney by intravenous pyelog- 
raphy and the small but normal calyceal System 
by retrograde studies. Since he was known to have 
arteriosclerosis with pulsating femoral vessels it 
was thought that he had arteriosclerosis of only 
the renal vessels, and not the aorta, with throm- 
bosis. The sudden onset of the hypertension prob- 
ably dated the time of the thrombosis. 


Changes in Renal Aftery 


Intrinsic obstruction of the renal artery is the 
commonest cause of renal artery obstruction®. The 
result of these changes in the renal artery depends 
on the presence or absence of aberrant renal ves- 
sels. Total obstruction of the only blood flow to 
the kidney results in infarction and destruction of 
the kidney without hypertension, When an aber- 
rant vessel or branches of the main renal vessel 
remain patent, atrophy of the kidney and severe 
hypertension usually occurs. 


Poutasse and Dunstan’ suggested that throm- 
bosis of the renal artery leads to release of excess 
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amounts of rennin into the circulation. Rennin 
acts on a circulating renin subtrate, angiotonin, to 
form a powerful vasoconstrictor of arterioles called 
angiotensin. 


The treatment of thrombosis of the renal artery 
with ischemic atrophy of the kidney and hyper- 
tension has been nephrectomy with relief of the 
hypertension®*. Once the condition has been 
recognized nephrectomy should not be delayed as 
the type of hypertension associated with renal 
artery thrombosis is rapidly progressive and death 
will result from renal insufficiency cerebrovascular 
accident or cardiac decompensation within a few 
months. 


A review of the literature by Goldring* in 1954 
revealed very few cases of unilateral renal atrophy, 
hypoplasia, or narrowed renal vessels associated 
with hypertension. He considered the problem of 
unilateral nephrectomy and hypertension and con- 
cluded that the enthusiasm for this is on the wane 
and noted that the decision to remove the kidney 
should rest altogether on the urologic indications 
and not upon the hope of removing the cause 
of the hypertension. He found only an occasional 
case of arterial occlusion or infarct of the kidney 
associated with hypertension which was relieved 
by nephrectomy. 


In a search of the literature the author has 
failed to find any case of renal artery thrombosis 
with sudden onset of malignant hypertension in a 
seventy-one year old arteriosclerotic patient which 
was relieved by nephrectomy. 


Summary: 


1. Major surgical procedures entail a greater 
risk in patients over 70 years of age than those 
who are younger, 2. There is generally an over- 
estimation of the risk involved in doing major 
surgery in older patients. There is an under- 
estimation of what can be done for and to the 
elderly patient surgically. 3. Renal surgery in the 
aged is not a commonly reported event. 4. Two 
cases of renal surgery in patients over the age 
of 70 have been reported. One case an 83 year 
old man with a large solitary cortical cyst of the 
kidney which was successfully removed. The 
problems in diagnosis have been discussed. The 
second case was a 71 year old man with renal 
artery thrombosis in an arteriosclerotic vessel 
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with associated atrophy of the kidney. There was 
a sudden onset of malignant hypertension which 
was relieved by nephrectomy. 5. In both instances 
the author is unaware of similar instances being 
reported in the literature. 
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Medical Assistants to Meet 
in Reno, Oct. 13-15 


New wonder drugs, medical quackery and 
future training programs are among subjects 
to be considered by medical assistants when 
they gather Oct. 13-15 at Reno for the fifth 
annual convention of the American Association 
of Medical Assistants. More than 1,000 medi- 
cal assistants are expected to attend the meet- 
ing at the Holiday Hotel. 


Dr. Leonard W. Larson, Bismarck, N.D., 
president of the American Medical Association, 
will address the group at the banquet Oct. 15. 

One of the convention highlights will be a 
leadership symposium Saturday afternoon. The 
future role of medical assistants, new drugs, 
space medicine and the future of medical 
practice will be discussed. 

Organization problems of local chapters will 
be considered during a special “swap shop” 
Friday morning, and a general session on the 
future of medical assistant training programs 
will be held Saturday morning. 

Additional information may be obtained 
from AAMA headquarters, 510 North Dear- 
born Street, Chicago 10, Illinois. 


Improved Postal Service 


Physicians are being asked to participate in the 
national improved mail service program by sched- 
uling the entry of their mail in the post office 
so that it can be handled in the order of its 
priority, or importance to the mailer. 


Postal officials are asking that least preferen- 
tial mail be deposited at the post office between 
8 a.m. and noon so that it can be processed dur- 
ing non-rush hours. This will reduce the peak 
volume of mail received at the post office after 
5 p.m. and will enable speedier dispatch of 
preferential mail. 


H. EDWARD DOWNS, M.D. 


Announces Opening of his Offices 
for Practice of 


Internal Medicine 
511 University Towers 


1900 N. Oregon St. KE 2-9664 El Paso, Tex. 
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